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CASE REPORTSigmoid perforation secondary to duodenal self-
expandable metal stent migration
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Duodenal stenting is an emerging palliative treat-
ment for unresectable malignancies causing
obstruction.1–4 In cases of simultaneous biliary and
duodenal stricture, combined stenting can be
performed.5,6
The main complications after duodenal stenting
include occlusion and migration. We report a case
of sigmoid perforation occurring 18 days after
combined biliary and duodenal stenting for inoper-
able pancreatic cancer.Case report
A 75-year-old woman, with continuous vomiting and
jaundice caused by inoperable cancer of the
pancreatic head, underwent combined biliary and
duodenal stenting at our institution in April 2004.
In order to relieve the jaundice, percutaneous
internal–external biliary drainage (Cook, Bjaevers-
kov, Denmark) was performed. After 3 days, a 1-mm
hydrophilic guide wire (Terumo, Tokyo, Japan) with
a 5-Fr straight angiographic catheter (Cook) was
advanced perorally beyond the duodenal stricture
into the jejunum; it was then exchanged for a
stiffer wire (Amplatz super-stiff). Subsequently, a
second 1-mm guide wire (Amplatz super-stiff) was
inserted percutaneously through the biliary drai-
nage until the tip reached the jejunum. After
removal of the drainage, an uncovered self-expand-
able Biliary Wallstent delivery system (Boston
Scientific Co., Watertown, MA, USA) was inserted
over the second guide wire, and the stent (10 mm in1477-6804/$ - see front matter q 2005 The Royal College of Radiolo
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E-mail address: cffeo@uniss.it (C.F. Feo).diameter and 8 cm in length) was released to bridge
the stricture. Thereafter, an uncovered Enteral
Wallstent delivery system (Boston Scientific) was
inserted over the first guide wire and the prosthesis
(22 mm in diameter and 9 cm in length) was
released in the second portion of duodenum.
No immediate complication was observed;
abdominal radiograph obtained 48 h after the
procedure showed complete expansion of the
stents (Fig. 1). Both jaundice and vomiting were
relieved in a few days, and the woman was able to
resume a solid diet. She complained 18 days later of
the acute onset of abdominal pain. Conventional
radiograph of the abdomen revealed that the
duodenal prosthesis had migrated in the left lower
quadrant, and also the presence of free air in the
peritoneal cavity (Fig. 2). At emergency laparot-
omy, it was found that the migrated stent had
perforated the proximal sigmoid colon. Sigmoid
resection with end-to-end direct anastomosis was
performed. Postoperative recovery was uneventful;
the woman was discharged after 10 days and she
tolerated a semi-solid diet. After 2 weeks she was
still able to ingest liquids. No other intervention
was performed because she died from diffuse
metastatic disease after a further 10 days.Discussion
The use of self-expandable metal stents in the
palliation of malignant duodenal stricture has been
widely reported with a high success rate.1,2,4,7
Although only a few cases have been described,
good results have been obtained also for combined
biliary and duodenal stenting.5,6
Migration, ingrowth and overgrowth are the most
frequent complications of duodenal stenting.2,4,8
Migration of gastroduodenal stents has beenClinical Radiology Extra (2005) 60, 17–19gists. Published by Elsevier Ltd. All rights reserved.
Figure 1 Abdominal radiograph, obtained 48 h after
stent insertion, shows complete expansion of biliary and
duodenal prostheses.
Figure 2 Abdominal radiograph, obtained 18 days after
stent insertion, shows that the duodenal prosthesis has
migrated in the left lower quadrant (black arrow) and the
presence of free air in the peritoneal cavity (white
arrow).
S. Profili et al.18reported as occurring with a frequency varying from
0% to 26%.2,7–11 In these reports, several different
prostheses were been employed and it is not
possible to find a correlation between migration
and a specific stent type. However, this compli-
cation seems to be more frequent when covered
stents are used.8,11
Gastroduodenal stents can migrate proximally
into the stomach and be removed by endoscopy;
however, they usually migrate distally in the
intestinal tract where they are either retained or
eliminated with faeces. If migration occurs 24 h to
48 h after stent insertion, it could be due to either
misplacement or particular stricture features.2
Delayed migration could be favoured by different
factors, such as peristalsis, bolus passage and
lumen remodelling. In particular, as suggested by
Kaw et al.,2 the latter could be the main event in
cases treated with radiotherapy or chemotherapy
or both.
Duodenal perforation is a severe complication
described following biliary,12–14 oesophageal15 or
gastroduodenal stenting.16,17 Recently, Dormann
et al. reviewed 606 cases of gastroduodenalstenting and found a 1.2% rate of bleeding and
perforation and a 5% rate of stent migration.18 To
our knowledge, distal bowel perforation secondary
to migration of a proximal stent has been reported
in a few cases of biliary stenting,19–22 whereas in our
case it occurred after deployment of a duodenal
prosthesis. Stents migrate distally in the colon in
most cases, and endoscopic removal of the pros-
thesis may be attempted if the stent is not
eliminated with faeces. After gastrointestinal or
biliary stenting, clinical and radiological follow-up
should be developed and implemented in accord-
ance with the following particulars: site of stent
placement, type of prosthesis, risk of migration and
overall patient condition.
In conclusion, duodenal stenting for the pallia-
tion of malignant stricture is an effective alterna-
tive to palliative surgery; however the complication
rate of this procedure should be evaluated on some
large series. We stress the importance of close
follow-up, particularly in cases of stent migration,
Sigmoid perforation secondary to duodenal self-expandable metal stent migration 19to prevent further complications such as
perforation.References
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